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Abstract
The role of group activity participation in depression among a group of residents
(N=65), age 80 and older, in a nursing home was examined using the framework of Roy's
Adaptation Theory and Nolen-Hoeksema's Response Style Theory of Depression. Roy
views depression as a maladaptation. Nolen-Hoeksema views group activity participation
as a therapeutic distraction to break depressed moods and thus allow for positive adapta-
tion.
This study utilized data from medical records, group activity attendance, and self-
report questionnaires. Demographic distributions were computed and correlational statis-
tics were performed between subjects' participation and their degree of depression, pain
experience, functional status, presence of social support, and perception of benefits. Re-
sults show a negative correlation between frequency of participation and Geriatric Depres-
sion Scale score (GDS). The wide range of measured frequencies among low GDS-scored
subjects suggests that less depressed individuals exercise more freedom of choice to partici-
pate than those who are more depressed. Significant finding show a positive correlation of
group activity participation with functional status in terms of ambulation. Data shows that
the experience of pain was not a significant deterrent to participation. The presence of
social support from the staff and family did not increase participation. However there is a
lesser GDS score among subjects who had recent family/friends visit suggesting a positive
role of family in decreasing depression.
These results are significant not only for optimizing group therapeutic effects but
also for understanding basic human and environmental correlates of depression. Study limi-
tations are pointed out and recommendations are presented.
vi
TABLE OF CONTENTS
CHAPTER PAGE
I. INTRODUCTION ................................................ 1
Introduction .............................................. 
... 1
Purpose of the Study ........................................... 2
Problem Statement ............................................ 3
Variables .................................................... 4
Definitions of Terms ........................................... 4
Significance of the Study ..................................... 5
II. REVIEW OF THE LITERATURE ................................... 8
Depression: Theoretical Overview ........................... 
.. . 8
Aging and Depression .......................................... 9
Therapeutic Modalities ........................................ 10
Biologic Approach ......................................... 11
Cognitive Approach ........................................ 11
Group Psychotherapy ....................................... 12
Conceptual/Theoretical Framework ............................... 14
Roy's Theory of Adaptation .................................. 14
Response Style Theory ..................................... 15
H ypothesis ................................................. 17
Operational Definitions ........................................ 18
III METHODOLOGY ............................................. 20
Approach and Design ......................................... 20
Sample and Sampling Method .................................. 21
Protection of Participant's Rights ................................ 22
Data Collection Procedure ..................................... 22
Instrum ents ................................................ 23
Data Analysis ..... ......................................... 26
IV PRESENTATION OF FINDINGS ................................ 27
Characteristics of the Sample .................................. 27
Grouping of Activities ........................................ 30
Measure of Participation ...................................... 31
Findings Related to the Hypothesis .............................. 32
Geriatric Depression Scale Score and Participation in Group Activity .. 32
vii
PGA and Pain Experience ................................... 34
PGA and Functional Status .................................. 35
PGA and Availability of Social Support ........................ 36
PGA and Perception of Benefits .............................. 39
V. DISCUSSIONS, IMPLICATIONS, LIMITATIONS,
and RECOMMENDATIONS .................................... 41
Discussions ................................................ 41
Nursing Implications .......................................... 44
Recommendations ............................................ 47
LIST OF REFERENCES ............................................ 49
APPENDICES ...................-- -............................... 54
viii
List of Figures
FIGURE PAGE
1. Demographic Distribution of Participants .............................. 28
2. Depression vs. MiniMental State scores .............................. 29
3. PGA and Depression Score ....................................... 33
4. Pain Experience and PGA ......................................... 34
5. Functional (ambulatory) Distribution ................................. 35
6. Support from staff ..... ......................................... 37
7. Support from family and friends ..................................... 38
8. Perception of Benefits of PGA ...................................... 40
9. Dynamics of PGA and Depression ................. .................. 46
ix
Chapter 1
Introduction
As the population of the elderly increases health care practitioners will encounter
depression, a common yet unrecognized severe mental health concern among the elderly
(Buckwalter & Babich, 1990; Calarco & Krone, 1991; Steiner & Marcopulos, 1991).
Depression is readily associated with old age. It is viewed as a normal, natural part of
aging (American Psychiatric Association, 1987; Campbell, 1992; Kurlowicz, 1 993) often
taken for granted, misdiagnosed, and subsequently untreated (Abraham et al., 1991;
Kurlowicz, 1993; Steiner & Marcopulos, 1991). Among the elderly, depression leads to
social isolation when the relationships are already fewer in number and are affected by the
physical and mental process of aging. Depression in the elderly is potentially a chronic and
relapsing illness with significant associated medical and social morbidity (Steiner & Mar-
copulos, 1991). It involves immense personal and family suffering and high social and
economic costs (Ansseau et al., 1991; Steiner & Marcopulos, 1991).
Depressive disorders remain a serious mental health problem despite significant
advances in our understanding of their etiology and the advent of many effective psycho-
logical and pharmacologic treatments (Buckwalter & Babich, 1990). Data from the
National Institute of Mental Health (NIMH) Epidemiologic Catchment Area Program indi-
cated a 7.1% lifetime prevalence rate for major depression for women, a considerably
lower rate of 3.5% for men, and a 5.8% prevalence rate when data from both sexes are
combined. In the hospital setting, 10% to 15% of adults will suffer from symptoms of a
major depressive episode, and another 20 to 30% will experience significant depressive
symptoms. Among the medically ill and the elderly in long term care facilities, prevalence
rate of major depression and appreciable depressive symptoms are much greater, 12-16%
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and 20-30%, respectively (Kurlowicz, 1993). Although devastating, depression, fortu-
nately, is a treatable disease (Ansseau et al., 1991; Campbell, 1992; Gomez & Gomez,
1993). Accurate and early diagnosis favors a good prognosis.
The concept of depression has been discussed and reviewed mostly in the fields of
Psychology and Medicine within which there has been offerings of causative factors and
various treatments. Literature data support the efficacy and advantages of either
pharmacologic or group psychotherapeutic interventions for treating depression in the eld-
erly. There is even a faster growing popularity of combining these two modalities as a
form of treatment, and many clinicians believe this to be the best strategy (see e.g. Abraham
et al., 1991; Steiner & Marcopulos, 1991). Macaskill (1982) identified aspects of group
therapy suitable for borderline patients and underscored the need to study further the selec-
tive efficacy of group therapies. Marcovitz and Smith (1983) dealt with patients' percep-
tions of the curative factors of group therapy and the actual benefits they derived from their
group experiences. The result of their study showed that 86% of the participants found the
group therapy helpful; 4 % felt it was not helpful; and 10% remained undecided. It
suggested the need to encourage group participation among the patients.
Inspite of the abundance of literature on group psychotherapy, to date, the litera-
ture on group therapy dealing specifically with group activities such as those presented
above (e.g. wellness and exercise programs, arts and crafts) has been sparse. No studies
comparable to Macaskill's (1982) exist that address the key issues and motivational features
of the above mentioned activities. In particular, quantitative and qualitative data regard-
ing the effects of specific group activities on depressed patients are comparatively rare.
Purpose of the Study
Knowledge of the key attributes of depression is important in caring for the elderly;
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providing them with the best possible treatment with the least complications like group
therapy is a challenge to health care workers. It is, therefore, the purpose of this study to
examine the role of group activity participation in the degree of depression in institutional-
ized depressed elderly.
Problem Statement
General Problem: To what extent does participation in group activity (PGA) alter the
degree of depression (DD) in institutionalized depressed elderly (IDE)?
Specific Problems:
1. What is the correlation between the GDS score and the frequency of
PGA?
2. What are the human correlates of depression in IDE?
2.1. Gender
2.2. Educational background
2.3. Functional status in terms of mobility
2.4. Pain experience
3. What are the environmental correlates of depression in IDE?
3.1. Availability of social support
a) family
b) significant others
c) health care workers
3.2. Planned program activities
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a) reminders
b) calendar of events
4. What is the relationship between PGA and IDE's
4.1. pain experience
4.2. functional status
4.3. availability of social support
4.4. perception of benefits ?
Variables
The main variables under study are "participation in group activity," "degree of
depression," in IDE, as well as specific human and environmental factors. These vari-
ables are not controlled nor manipulated.
Definitions of Terms
(a) Institutionalized depressed elderly (IDE) = a male or female, age 65 or older,
residing in a long-term care facility, and who has a clinical diagnosis of
depression recorded in the medical chart.
(b) Depression = a primary mood disorder with themes of negative thought pat-
terns reflected as hopelessness, helplessness, deprecation, loss of interest
and pleasure resulting in withdrawal from all activities, including personal
hobbies and activities of daily living (Ronsman, K., 1987). It is often times
manifested through somatic complaints, as one experiences loss and inca-
pacitation (Gomez & Gomez, 1993; Steiner & Marcopulos, 1991).
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(c) Group activity = a form of intervention comprising 2 or more interacting
people designed to alleviate depressive symptomatology through social ac-
tivities, e.g., arts and crafts, painting, current events/timely topics, music
and coffee hour, wellness/exercise program, cocktail parties, video/movie
watching, pet therapy, bingo, and elder trivia.
(d) Participation in Group Activity (PGA) = the act of taking part, being present
and/or sharing in a group activity.
(e) Human factors = characteristics or attributes that relate to a living person such
as age, gender, social status and educational background.
(f) Environmental factors = the things and conditions that are liable to affect a
person or place.
Significance of the Study
It is hoped that this paper will provide an overview of the issues involved in under-
standing the concept of depression and its treatment. Equally important are the possible
benefits that might come out of this study. These are:
1) Lend support to the holistic approach to nursing.
Nursing has placed emphasis in viewing man as a biopsychosocial
human being, in constant interaction with his environment. Depression is
a biological, psychological, and social event and the understanding of the
human response to the depressive experience is basic to viewing man holis-
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tically. This nursing approach of caring for the patient as an integrated
whole person, considering physical, psychosocial, and situational/envi-
ronmental interactions, is what holistic nursing aims to achieve (Dossey,
Keegan, Guzzetta & Kolkmeier, 1988). The value of holistic approaches
is increasingly recognized and accepted by the academic community and the
general public. The challenge is to acknowledge this development and
consider it wisely, given that holistic interventions have potential to change
the face of nursing.
2) Add to the knowledge base on depression among the elderly.
This study will enhanced awareness and understanding of the key
attributes and extent of depression among the elderly. Increased knowledge
and sensitivity to these factors is crucial to nursing, as nursing is committed
to protecting and improving the health of disadvantaged populations. It
will help in planning of activities that are more conducive to IDE's PGA. It
will pave the way for specific activity programs geared toward life-enhance-
ment for older people to enjoy good health throughout the remaining years
of their lives.
3) Justify the integration of alternative approaches to nursing care and demon-
strate its effectiveness in the management of clients in advanced nursing
practice.
The potential benefit to subjects will be effective non-pharmacologic
interventions without the complications related to traditional pharmacologic
approach in the treatment of depressions. Increased pleasant activities and
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increased activity level correlate well with remediation of the affective symp-
toms of depression (Batson et al., 1979; Rehm, 1982).
4) Serve as a guide to create an evaluation tool for existing activity programs.
The knowledge of subjects' key attitudes vis-a-vis the optimal com-
bination of group activity will provide a more accurate context for evaluat-
ing effectiveness of existing activity program.
5) Open the door for future research on
a) life enhancement programs for the elderly, b) developing strategies to
encourage group participation among the elderly and, c) how to foster or
regain "control" after a loss and how to minimize the devastation of a loss.
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Chapter 2
Review of the Literature
This chapter covers the various theoretical perspectives of depression and the asso-
ciation between aging and depression. It provides a brief discussion of the therapeutic
modalities available with emphasis on group psychotherapy. Later in the chapter, two
nursing theories relevant to this study are presented.
Depression: Theoretical Overview
Depression, as a distinct psychological phenomenon has been recognized since the
time of Hippocrates, a Greek physician, at least 2400 years ago (Deitz, 1989). In the first
recorded theory of depression, Hippocrates proposed that melancholia resulted from an
imbalance of the body's four basic humors (blood, phlegm, choler or yellow bile, and
melancholy or black bile) and was not due to the workings of the gods. The variant
mixtures of these humors in different persons determine their physical and mental qualities,
and their dispositions.
Early psychoanalytic approach to depression viewed sexuality and aggression as
causative factors for depression (Deitz, 1989). In 1893, Freud presented his first theory
of depression as a neurological sequela of "an abnormal sexual life". He looked at depres-
sion as a somatically caused condition with a specific etiology. Later, Freud viewed depres-
sion as a result of rage concerning personal loss that was then directed inward against the
ego.
Another psychological view, proposed by Jacobson (1971) and Kohut (1971),
states that the rage associated with depression is more of a consequence of frustrations felt
by the patient at his inability to successfully reestablish a positive self-image. Classical
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analysis promotes rage during transference while the self-psychological approach helps the
patient achieve a state of "inner connectedness" and thereby ward off rage. Recent
developments in this theory focuses on the role of interaction in expanding one's self-repre-
sentation, understanding the importance of the reestablishment of broken attachments, and
renewal of thwarted pursuits in the development of a cohesive sense of self (Deitz, 1989).
Depression is an affective disorder but it also affects the individual's cognitive and
physiological functioning (Buckwalter, 1990). The affective symptoms of sadness, anxi-
ety, guilt, hostility, and irritability can be seen in the depressive attitude towards the self
and the environment. Depressed persons often express negative feelings about themselves,
what they do, and they even have thoughts of death. A strong attribute is a profound sense
of devaluation, helplessness, and hopelessness about their situations. Cognitive function-
ing is shown by difficulty in organizing thoughts. Physiologic manifestations include
neurovegetative signs like sleep disturbances, appetite problems, inability to experience
pleasure, and psychomotor retardations. Loss of interest or pleasure is often described by
the depressed as lack of interest in usual activities or not "caring anymore" (Buckwalter,
1990). They may withdraw from friends, family, and activity that were previously a
source of pleasure.
Aging and Depression
There is a strong association between aging and depression. Age related changes
place the elderly at greater risks for depression ( Kurlowicz, 1993). For instance, age
related increase in the activity of monoamine oxidase (MAO), an enzyme that catabolizes
neurotransmitters thought to be involved in the pathophysiology of depression may predis-
pose the elderly to depression. Studies have shown similarities between the neurobiologi-
cal change that occur in normally aging Central Nervous System (CNS) and the neurobio-
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logical abnormalities seen in depression (Steiner & Marcopulos, 1991).
Aging is often associated with changes in life style which can be stressful to the
elderly and cause negative impact on their mental health. Classically, the onset of depres-
sion coincides with a specific, often abrupt, factor in the life change (Foreman & Grabowski,
1992). These adjustments in life style are often caused by experience of loss and incapaci-
tation (Steiner & Marcopulos, 1991) and are often precursors of depressive disorders (Herr,
1992). Gomez and Gomez (1993) enumerated such loss as: loss of loved one, work or
income, physical or mental health, mobility, alertness, vision or hearing, status, and home.
Overall, life events occurring in the later life although fewer in number are thought to be
more negative, less reversible, and more likely to involve loss (Kurlowicz, 1993). Rush,
D. (1996) compiled a comprehensive list of the common physical changes that accompany
aging and their corresponding implications for health. This is reproduced in Appendix H.
An interesting, but unresolved issue, is the possible positive role that aging plays in
depression. Usually, the stresses that accompany aging due to adjustments in lifestyle (e.g.
retirement, reduction in income, decline in physical health) have negative impact on the
mental health of older persons (Bosse, 1987). Newman (1989) reviewed 21 studies that
surveyed depressive symptomatology in a community population. Some of these studies
suggested that an increased in risk factors for depression occurs with aging. However,
others suggested that the elderly may be more resistant to depression because of well-
developed coping strategies. Newman (1989) concluded that the experimental evidence is
equivocal because of the wide variety of methodology used, making it difficult to compare
studies.
Therapeutic Modalities
There is good empirical support for both biologic and psychologic models of de-
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pression, which provide the basis for symptom management and treatment of depression.
Therapeutic modalities using the cognitive, behavioral and interpersonal approaches have
been proposed, each complementing the other. These modalities could be grouped into (a)
biologic therapies which include pharmacotherapy and electroconvulsive therapy (ECT);
and (b) psychotherapies which include cognitive therapy (CT) and interpersonal therapy
(IPT) (Buckwalter & Babich, 1990).
Biologic Approach
The most popular biologic treatment approach is psychopharmacologic. It is gen-
erally accepted that about 80% of the people diagnosed with depressive illness will benefit
from drug treatment (Abraham, 1991). Newly available antidepressants with minimal
cardiovascular and anticholinergic side effects hold the promise of causing less morbidity
than the tricyclic antidepressants (TCAs) and monoamine oxidase (MAO) inhibitors (Steiner
& Marcopulos, 1991). Electroconvulsive Therapy (ECT) is also an important and effec-
tive treatment for major depressive disorder in the elderly. Advances in technology and
knowledge of complex interactions of the brain reduces medical risk factors and side ef-
fects of this modality. Most clinicians still believe that pharmacotherapy is the best treat-
ment for depressive disorders, however this practice should be challenged (Ronsman, 1987).
Cognitive Approach
Cognitive approaches are based on a collaboration between the patient and thera-
pist. Psychotherapy, the "talking cure" (Steiner & Marcopulos, 1991) can be done on an
individual basis or in groups. In any case, the aim of the therapy is the same: to help
patients gain understanding and/or insight into their problems so that they can learn to deal
with them more effectively (Bailey & Dreyer, 1977). Yalom (1985) developed the central
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organizing principle of group phenomena and prescribed psychotherapeutic approaches to
group therapy.
Group Psychotherapy
Historically, psychotherapy has long been used to help people suffering from de-
pression. The effectiveness of these non-pharmacologic strategies are presently gaining
more recognition and acceptance among clinicians. Research indicates that mild to mod-
erate depression frequently responds to supportive care, increased activity, counselling or
psychotherapy and only requires mediation when these other measures do not result in a
favorable response (Ronsman, 1987).
A study done by Austad (1991) showed the importance of a group therapy method in
enhancing meaningful interactions with the geriatric patients. A psychotherapeutic treat-
ment, called "Wisdom Group" was devised involving 5 men over 68 years old who had
diagnosis of organicity and depression. It departs from the traditional less relevant psycho-
logical help for elderly people and emphasizes meaningful exercises appropriate for their
developmental phase. The simple format of the group (1) encourages members to perform
psychological work appropriate for their developmental stage of life; (2) fosters reminiscing
and communication; and, (3) offers an altruistic way to raise the self-esteem of members by
making their thoughts important enough to be recorded and passed down to the next genera-
tion. This approach was effective in eliciting interaction during the meeting with each other
and the group leader.
Brand & Clingempeel (1992) compared the geriatric inpatients who participated in
behavioral group therapy in addition to standard programs with inpatients who participated
in all hospital treatment program except behavioral group therapy. Their research failed to
obtain statistically significant differences between treatment groups. However, analysis
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of clinical significance supported the incremental efficacy of short-term behavioral group
therapy for a subgroup of clinically depressed geriatric inpatients who had frequent contact
with family members, fewer physical problems, and a higher baseline of positive social
behaviors.
According to Blazer (1982), the most frequent format for therapy in a long term
care facility is group therapy, for three obvious reasons: socialization, stimulation, and
modelling. Among the 'standard' treatment modalities he found available in these settings
are (a) music therapy - music program to increase socialization, movement and well-being;
(b) recreational therapy - "active play" to stimulate and encourage interest and exercise;
and (c) dance therapy- rhythmic dance activities. Multiple baseline evaluation of system-
atic aerobic exercise in the treatment of four clinically depressed women confirmed the
value of this mode of treatment compared to an attention placebo (Doyne & Chambless,
1983). The methodology included control of expectancy, time in treatment, exercise
effects, and the use of adjunctive treatments. The results suggest substantial exercise -
induced effects on several qualities of depression, including mood and cognitive function.
These gains were maintained at a 3-month follow-up evaluation.
In summary, depression is an affective disorder that has long been recognized cen-
turies ago. It is common among the elderly population and is often caused by experiences
of loss and incapacitation. Often misdiagnosed, depression is usually manifested in forms
of somatic complaints, which are readily attributable to the elderly's physical decline, the
aches and pains of growing old. Treatments for depressive symptomatology include bio-
logic (pharmacotherapy) and cognitive (psychotherapy) approaches.
Psychotherapy involves patient participation either on an individual basis or in groups.
Psychotherapy in forms of group activity promises a more meaningful experience for de-
pressed elderly. Studies have supported the efficacy of this modality in terms of enhancing
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one's interpersonal relations, feeling of belongingness, self-esteem and sense of accom-
plishment thereby alleviating the depressive symptomatology. Instead of isolating them-
selves, patients develop meaningful relationship with people around them. The task is for
health care practitioners to implement these approaches that redirect one's depressed mood
into a more positive and healthy responses.
Conceptual/Theoretical Framework
Two nursing theories relevant to this study are the Roy's Theory of Adaptation and
the Response Style Theory.
Roy's Theory of Adaptation
The assumptions behind the Roy Adaptation Model (Roy, 1974) are based on the
model's approach to the concept of man and the process of adaptation. Man is a
biopsychosocial being in constant interaction with the changing environment. To cope
(adapt) with the changing world, man uses both innate and acquired mechanisms, which
are biologic, psychologic, and social in origin. Roy further refined these mechanisms or
adaptation modes into those relating to physiologic needs, self-concept, role model, and
interpersonal relations. Man's adaptation is a function of the stimulus he is exposed to and
his adaptation level. Depending on the level of stimulation, the person either adapts posi-
tively or negatively. Alternatively, the latter can be viewed as a breakdown of the adapta-
tion mechanism.
In man, there is a cognitive subsystem, which is a coping mechanism that responds
to internal and external stimuli by processing perceptions and information (Campbell,
1992). When this coping mechanism is ineffective, maladaptation occurs. Depression, in
this context then, is a maladaptation of this cognitive subsystem resulting in negative ide-
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ation or thought patterns that affect the total person. This maladaptation is expressed in
adults as apathy, guilt, feelings of worthlessness or alienation, and unwillingness to en-
gage in purposeful activity. In addition, because of these symptoms, they demonstrate
further maladaptation through poorer self-care, health complaints (e.g. somatization), and
a high suicide rate.
Somatization as an attribute of depression is explained in Roy 's model. According
to Roy (1974), "man as the patient is viewed as having parts or elements which are linked
together in such a way that force on the linkages can be increased or decreased". To put it
simply, what affects the mind also affects the body (and vice versa). Although depression
is primarily an affective disorder, it finds physiological expression in the form of sleep
disturbances, fatigue, and aches and pains.
Response Style Theory
Nolen-Hoeksema's (1987) Response Style Theory of depression offers a significant
and general perspective from which the efficacy of the different (non-pharmacologic)
treatments of depression can be compared and evaluated. First of all, she posits that
individuals who engage in ruminative responses to depressed mood will experience ampli-
fication and prolongation of the mood, whereas individuals who engage in distracting
responses to their depressed mood will experience relief from that mood. Ruminative
responses are defined as cognitions and behaviors that repetitively focus the depressed
individual's attention on his or her symptoms and the possible consequences of those symp-
toms (e.g. thinking in isolation, writing a diary) without taking action to relieve them. In
contrast, distracting responses take the individual's mind off his/her symptoms of depres-
sions and put it onto pleasant or neutral activities (e.g. engaging in an activity with friends
or working on a hobby that takes concentration). According to Nolen-Hoeksema (1987),
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the three mechanisms by which rumination can amplify a depressed mood and distraction
can relieve it are (a) depressed mood increases chances for negative recall and/or inferences
about events; (b) rumination serves to self-amplify existing maladaptive cognitive styles
through its repeated use; and (c) rumination interferes with attention, concentration, and
initiation of instrumental behaviors.
Studies of cognitive-behavioral treatments of depression indicate that increased
pleasant activities and increased activity level, in general, correlates well with remediation
of the affective symptoms of depression (Batson et al., 1979; Rehm, 1982). The greatest
remediation of depressed mood was found in subjects in the distracting-active response
condition, followed in order by the distracting-passive, ruminative-active, and rumina-
tive-passive (Morrow & Nolen-Hoeksema, 1990). A subsequent study (Nolen-Hoeksema
et al., 1993) confirmed that the more ruminative responses subjects engaged in, the longer
their periods of depressed mood, even after taking into account the initial severity of the
mood.
Offering various activities that will distract the negative thought patterns of the de-
pressed elderly includes but is not limited to exercise and physical activity program. Mobil-
ity and flexibility exercises directly increase the older adults' potential to achieve greater
independence and self care. They relieve tension, improve posture and aid in increasing the
feeling of well being. These forms of treatment modalities for depression among the elderly
have been accepted by most clinicians (Blazer, 1982). Bailey and Dreyer (1977) discussed
how auxiliary therapies (occupational therapy, recreational therapy, art therapy, music
therapy) can be utilized to assist the 'mentally ill patient' in his attempts to interact effec-
tively with other people again. These activities required the patient to become involved in
something outside himself, thus affording the patient less time to dwell on his problems.
If patients are given interesting and challenging projects at a level of difficulty which is
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appropriate for them, they benefit from their participation. By having to collect their
thoughts, organize their actions and use their own initiative, they can be led to become
active again in their own lives as well as the lives of their families and friends. Hopefully,
the successful completion of projects will enhance the patient's self concept and afford him
a sense of pride or accomplishment which often has been lacking for quite sometime. Suc-
cess also tends to encourage the patient to respond to his environment and the people in it in
a more healthy fashion. Thus, what was originally a simple distraction (according to Nolen-
Hoeksema) now becomes a useful focal stimulus (within the context of Roy's theory).
Nurses have roles that include interventions that facilitate adaptation of this cogni-
tive subsystem. Positive ideation helps the depressed person feel better and frees the
person to use energy to contribute to a higher level of wellness. By focusing on the thought
processes, nurses can help clients improve the quality of thoughts, which in turn promotes
healing and wellness. However, there is no attempt to deny the importance of the negative
thoughts, often about the losses suffered, but a conscious effort is made to redirect clients
to free the person to respond to other stimuli (Campbell, 1992). Participation in group
activities aimed at redirecting and distracting the depressed mood of the elderly will be
effective in alleviating their depressive symptomatology.
Hypothesis
Based on the theoretical framework described above, the following hypotheses
were formulated and tested in this study.
H1: The degree of depression in IDE is negatively correlated with group
participation.
H2: The level of IDEs' group participation is negatively correlated with
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pain experience.
H3: The level of IDEs' group participation is positively correlated with
H3a: functional status
H3b: availability of social support
H3c: perception of benefits
Operational Definitions
(a) Institutionalized depressed elderly (IDE) = a male or female, age 65 or older,
residing at a nursing home, and who has a diagnosis of depression.
(b) Degree of depression = measure of depression expressed in terms of score
points using the Geriatric Depression Scale (GDS) Test. The higher the
score, the more severe is the depression.
(c) Group activity = structured and scheduled activity programs offered at the
nursing home which included arts and crafts, painting, current events/timely
topics, music and coffee hour, wellness/exercise program, cocktail parties,
video/movie watching, pet therapy, bingo, and elder trivia.
(d) Participation in group activity (PGA) = attendance determined by the number
of times an individual comes to any group activity per week computed in
terms of frequency.
(e) Human factors = characteristics or attributes of the subjects such as age, gen-
der, marital status, educational background, etc.
18
(f) Environmental factors = things or conditions that are liable to affect the
subject, which includes social support, and planned program activities.
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Chapter 3
Methodology
Approach and Design
This research study is a descriptive and comparative survey of groups of institu-
tionalized depressed elderly with regard to the nature and level of their participation in
therapeutic group activities and their characteristics that might reflect such participation.
The basic demographics of the subjects (see Appendix C) including environmental factors
that directly or indirectly influenced their participation were examined. Examples of envi-
ronmental factors include availability of social support, planned programmed activities
and calendar of scheduled group activities. Data collection was conducted via review of
medical charts, observations, and questionnaires. The chart review provided basic infor-
mation about the subjects which were used in the participant pool selection process as well
as in data analysis. Participation in group activity was monitored by taking the number of
times the subject participated in a given activity within the period of continuous observa-
tion. For the same period, the number of available activity sessions was also recorded.
Data for a given activity was collected in a series of (minimum) two-week contiguous
periods. These two-week minimum was deemed necessary to cover the (mostly) weekly
cycles of programmed activities. These intervals of continuous observations was observed
over a period of six months (see below for a discussion of the activities monitored). The
third method (questionnaires) addressed themes relating to the subjects' perception of the
benefits derived from participating in group therapy, level of interest, somatic complaints,
and availability of social support. The descriptive design was chosen because no variable
would be manipulated.
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Sample and Sampling Method
The target population consisted of the institutionalized elderly with a diagnosis of
depression. The accessible population were the elderly with a diagnosis of depression
residing at a nursing home located in Miami, Florida. The sample consisted of volunteer
male and female adults: (a) age 65 or older; (b) with diagnosis of depression as found in
their medical charts, having a minimum Geriatric Depression Scale (GDS) score of 5 out
of 30 (Brink et al., 1982), and (c) who scored 16 and above out of a maximum of 30 in the
Folstein Mini-Mental State Exam (Bayles & Kaszniak, 1987). These scales are found in
Appendix D and E.
To reduce extraneous variables, the sample were limited to participants who were
able to comprehend the English language and follow the instructions of the study. Indi-
viduals with severe cognitive functioning were excluded from the study. Random sam-
pling of potential participants was limited to residents meeting the above criteria.
A total of 65 subjects was selected through random sampling. The actual selection
were as follows: for N potential participants within a group, the names were alphabeti-
cally sorted to form a list. Each person was given a research number. The research
number of a potential participant on the list was used to index that participant. The list was
then entered into a spreadsheet (Novell Quattro Pro), and a random sample was computed
using the sampling menu of the spreadsheet.
Sampling begun with a survey of the existing medical charts to determine the acces-
sible population (here denoted as P). At about the same time, the researcher started to
monitor the attendance of all residents who participated in any group activity irrespective
of both the activity type and the actual length of time spent during an attendance. This was
done for a period of 6 months and resulted in the compilation of a comprehensive list
containing the subjects' research numbers, frequencies and durations of attendance, and
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activity types. By cross-checking this list with the names in P above, the subject pool of
this study was determined.
Protection of Participants' Rights
Each potential participant was approached individually by the researcher. The re-
search study was thoroughly explained to them. Feedbacks about the study were encour-
aged, and those interested, were asked to sign the consent form (see Appendix E). The
consent form listed exactly what is expected of the participant and the role of the re-
searcher. The participants were assured that neither participation nor non-participation
would affect their health care. Permissions to conduct this study was obtained from the
Florida International University Review Board, the nursing home's Institutional Review
Board, and the participants (see Appendix A and B).
Data Collection Procedure
This study was conducted by a female, English-speaking, licensed Registered
Nurse (RN) who has at least 15 years nursing experience and currently is licensed and has
practiced as an Advanced Registered Nurse Practitioner (ARNP) for 6 years. The study
was done on the geriatric residents of a 400-bed long-term care facility which provides
quality health care and residential services to a predominantly Jewish geriatric population.
Actual data collection lasted 6 months.
Qualified participants were approached individually by the researcher who discussed
the purpose and content of the study. Interested subjects were asked to sign a consent form
as proof of intent to participate. Questionnaires were handed out and convenient drop-off
boxes for the completed ones were provided at the nurses' station. Subjects who have
difficulty writing or reading were interviewed in lieu of personally filling-out question-
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naires themselves. Respondents were given a maximum of 3 weeks to turn in their re-
sponses. The researcher personally followed up subjects for their responses.
Specific group activities monitored included arts and crafts, painting, social events,
wellness and exercise, recreational games, and trips outside of institution's compound. In
addition to cocktail parties and birthday celebrations, social event activities included mov-
ies, music and coffee hour, and meetings for discussions of current events. Trips outside
the facility included shopping, field trips, or dining out in groups. Appendix F shows the
initial subdivisions of the group activities and the weekly activity schedule at the nursing
home.
Instruments
The researcher developed a (structured) self-report instrument to collect data for the
study. This was done by means of a written questionnaire that elicited close-ended item
responses (see Appendix G). Close-ended items offer respondents a number of alternative
replies from which they can choose the one that most closely approximates the 'right' an-
swer (Polit, 1991). This format was chosen because it minimizes the respondent's writing
burden and enables him/her to complete the questions within the specified time. Also,
subjects may be less than willing to compose a written response than to simply check off the
appropriate alternative. It is advantageous to those who are unable to express themselves
well - verbally - more so because they are depressed. However, to allow for a certain
degree of freedom, a space will be provided after each questionnaire item for additional
comments. An example of an item format may be: "please specify/comments/other. "
As mentioned above, the researcher used the GDS (Brink & Yesavage, 1982) and
Folstein's MMSE (Bayles & Kaszniak, 1987) as tools to define the target population. The
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GDS is a self-rating depression test specifically devised for and standardized with older
subjects. It can be administered in writing or orally and contains 30 questions to which
the subject responds "yes" or "no." The number of depressive responses are tallied, and the
score of 0 - 30 indicates the level of depression (0- 10= normal; 11 -20 = mild depression;
21 - 30 = moderate or major depression).
The reliability and validity of the GDS among elderly nursing home residents was
reported by Emerson Lesher (1986) in a study of 51 residents residing in two nursing home
facilities at the Philadelphia Geriatric Center. Initially, the participants were classified as
(a) non-depressed, (b) having mild depression, and (c) having major depression on the
basis of the Research Diagnostic Criteria (Spitzer, Endicott & Robins, 1978). Using
analysis of variance they found that the main effect of the classification variable was highly
significant F(2, 48) =18.56, p <.001. t-tests comparing the means for the groups revealed
they were all significantly different at the .001 level. In a similar study (Yesavage, 1983),
the main effect of the classification variable was highly significant F(2, 97) = 99.48, p <
.001 and the t-tests result was the same as in Lesher (1986). Test-retest reliability in
Lesher (1986) was calculated for those with Major Depression (n = 7) by having them
complete the scale twice, one month apart. A correlation of .95 between the two sets of
answer was found.
The MMSE consists of 11 items, which have been divided into two different sets
of tests. The first set consists of items evaluating orientation and memory. These test items
require vocal responses from the patients and yield a maximum score of 21. The second
set consists of items examining ability to follow verbal and written commands, name
objects, write a spontaneous sentence, and copy a geometric figure. This latter set of
items requires the ability to read and write and yields a maximum score of 9. Thus the
total MMSE has a maximum score of 30. Adequate test-retest reliability, and valid dis-
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crimination of demented from depressed patients and from normal older persons, has been
demonstrated. Mitrushina & Satz (1991) explored the reliability and validity of the MMSE
in 122 healthy neurologically intact elderly volunteers ( aged 57-85 years) who were tested
with a battery of neuropsychological test over 3 annual probes. Test-retest reliability
ranged between .45 and .50 over a 1-year interval and was equal to .38 over a 2-year
period. A drop in score on the MMSE of more than 5 points over a 2-year period was
associated with a neurological disorder. Significant correlations were found with many
neuropsychological measures. On the first probe the highest correlations were obtained
with verbal tasks, especially with a measure of verbal learning, which provides evidence
of convergent validity.
The MMSE is effective in screening cognitive impairment, e.g., dementia. The
GDS, however, is not effective in detecting depression in demented institutionalized pa-
tients (Kafonek et al., 1989). Therefore both the MMSE and the GDS were used in the
screening of subjects.
The last phase of the data collection was implemented using questionnaires. The
Group Participation Questionnaires was evaluated by qualified experts in the fields of
Psychology and Gerontology. Content validity was verified by a panel from the nursing
home consisting of 5 experts from the Department of Gerontological and Psychological
Services, and other health care professionals specializing in the management of group
activities and who are familiar with the culture of the subjects.
Data Analysis
The results of the analysis (discussed in Chapter 4) is given in terms of summary
statistics that describes the degree of participation of subjects in the selected group activi-
ties. Frequency of participation of subjects were analyzed and correlated with their pain
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experience, functional status, availability of social support and their perception of group
activity benefits. Frequency distribution will be given for demographic data like age,
length of residency, educational background, GDS score, MMSE, and ambulation status.
Analysis of significance of the difference between groups of subjects is given on the mean
age, GDS score, and MMSE score. The responses to each item in the questionnaires were
tabulated and presented in the form of graphical distributions. The main software package
used was Novell Quattro Pro.
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Chapter 4
Presentation of Findings
In the following, the results of the analysis are presented. The basic demographic
features of the sample is discussed first. To avoid the potential difficulty due to the large
number of program activities, related activities are grouped and assigned to a smaller number of
activity categories. Based on this grouping, an operational definition of participation is
developed. Discussion then proceeds to the testing of hypotheses 14, ., and 4 proposed in
Chapter2. To recapitulate, MC predicted a negative correlationbetweenGDS score and frequency
ofPGA. The second hypothesis, M1-, also predicted a negative correlationbetweenpain experience
and frequency ofPGA. The third hypothesis is composed ofthree components and examines three
factors that are predicted to enhance or be enhanced by group participation. This third set of
hypotheses JT;,, fi,, and -Jf predicted positive correlations between functional status,
availability of social support, and perception of benefits, respectively, all with group activity
participation. The significance of the results are discussed in more detail in Chapter 5.
Characteristics of the Sample
Subjectswhoparticipatedinthis studywererandomlysampled from predominantlyelderly
Jewish residents in a nursing home. A total of 65 subjects, all with diagnosis of depression,
volunteered to participate in this research. Figure 1 shows the means, standard deviations, and
the distributions of the basic demographic variables relevant to this study. The majority of the
subjects are female (91%) and widowed (83%). Seventy-seven per cent require assistive devices
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Demographic Distribution of Participants
Gender Functional (ambulatory) status
M ale (6 N = 65 5ubjccts (23%)
Independent hWheelchair
(8%) Cane
Female (59)
Walker (43%)
Geriatric Depression/Mini-Mental Scale
Marital Status 50
r Divorced (6%) m'an" mean =3
Never miarriedl Separated 40
(9%) ( 30
0 20
10
Widowed (83%) 0
0 4-6 5-12 16-28 22-24 28-30
1-3 7-9 13-15 29-21 25-27
Age Length of Residency
30 -0
Mean = 89.3 2-16 Months
25 d = 5.3 8
20 j 20
15 - 15 - -
10 10-
5 5
< 76 78-80 82-84 86-88 90-92 94-96 98-100 < 8 32-40 64-72 96-104 128-136
Age (Years) Residency (Months)
Figure 1. Distributions of relevant demographic variables used in this study.
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for ambulation (cane, walker, and wheelchair) while over 20% reported to be independent. The
length ofresidencyranged from4 months to 11 years, with peak concentration of subjects residing
in the 8th-16th month interval. The subjects' ages ranged from 77 to 99 years, with a mean and
standard deviation of around 89 and 5.3 years, respectively. A minimum MMS score of 15 was
required of a subject for inclusion in this study because severe dementia would pose difficulty
in screening depression. The participants' mean scores for GDS and MMS were 8.9 and 23,
respectively.
Figure 2 shows a plot of GDS against the MMS scores of all 65 subjects. Note the almost
even representation of the depression scores at all cognitive levels. One can infer from this plot
that any linear dependence between the two will be weak and not significant. This is confirmed
by the correlation p = -0.120 (not significant for df= 65-2).
Depression vs. Mini-Mental State
30P 
_____
25
4 20
0
0
c 15 0 250
o : "
00
15 00253
MM5 Score
Figure 2. Plot ofthe GDS versus the MMS score of 65 subjects. Linear correlation
is small and statistically not significant (p = -0.120 , df = 65-2).
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As to the other characteristics of the sample, no further analysis beyond the frequency of
distributionwas performed on gender, marital status, and educational background. This is because
there was a highly skewed distribution according to gender (subjects were predominantly female
(59) and there was not enough subjects (6) for the male group). In terms of marital status (i.e.
availability of a spouse), the population is also extremely homogeneous since subjects are either
widowed, divorced, or never married. The effect of educational background on PGA was not
examined due to suspected inaccuracies in reported years of education and the diversity and non-
uniformity of curriculums within a given educational level. Most ofthe subjects were immigrants
with different schooling from different parts of the world.
Grouping of Activities
Related activities were grouped and assigned to one of four categories: Outtrips, Arts
and Crafts, Variety-1, and Variety-2, fromhereonreferred to as OT, AC, V,, and Va respectively.
Outtrips involves spending 2 to 3 hours for activities outside of the facility (e.g. shopping in
malls, dining in restaurants, going to plays or theatres.). Arts and Crafts includes painting,
stringing beads, knitting, crocheting, sewing, and ceramics. Variety-1 is a group of structured
activities involving passive and active movements. Examples of this are wellness and exercises,
bingo, elder trivia, and listening to music. In contrast, Variety-2 is basically sit-down
sessions where subjects are encouraged to voice their ideas, beliefs, concerns, and feelings about
issues/topics for the day. This includes topical discussions, support group and resident council
meetings.
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Measure of participation
The measure of participation, which is referred to as the frequency of PGA, or frequency,
is f(A) where s indexes the subject and A identifies the activity category (OT, AC, V,, or V2).
This frequency measure is computed from the ratio of the activity sessions attended to the total
number of sessions offered for activity A. Thus,
n (A)
N (A)
where n/(A) is the number of sessions attended and N(A) is the total of sessions available within
a contiguous period of observation. This frequencymeasure describes the incidence of attendance
and has no information about the duration nor the quality of participation. Also, since it does
not depend on the actual time scale (i.e. weekly, monthly) of the activity, activities that vary
significantly in terms of schedule are easily accommodated into a single frequency measure by a
simple summation. The overall participation frequency of a subject s is defined asf and is given
by the average of the frequencies from the four activity categories OT, AC,V,, and V2
f, = f(A)
allA s
Note thatf is independent of activity type and can take values from 0 to 1. A frequencyf = 1
means full or 100% participation in all activities while a frequency f = 0 means no
participation at al. In this study, the observed frequencies ranged from a minimum of 0 to a
maximum of 0.52 (or 52%).
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Findings Related to the Hypotheses
Geriatric Depression Scale (GDS) score and Participation in Group Activity (PGA)
Figure 3a shows a scatterplot of the GDS scores (g,) versus the frequency (f,) of
participation. The frequencyf, is the average of the frequencies from the four activities OT, AC,
V,, and V 2 as discussed in the previous section. Each point represents a subject and a total of 65
subjects were plotted. Two key features are evident in Figure 3a. First, note the decreasing
tendency of the frequencies as the GDS score increases. This trend, confirmed by computing the
correlation (p& = -0.263) was found to be significant (p <0.05). This finding lends support to
hypothesis Mc: GDS score negatively correlates with the frequency of participation. The other
key feature of Figure 3a is the enhanced variability off, , or equivalently, the greater range
of frequencies (e.g. the height of the green bar) among low GDS-scored subjects compared to the
high GDS-scored ones. To capture this behavior, the GDS scale (0-30) was partitioned into 15 non-
overlapping intervals [1,2], [3,4], ... , and [29,30]. For each partition [k,k+1], the mean GDS
score and the standard deviation of the frequencies of all subjects with GDS scores within this
partition were computed (see the green bar in Figure 3a for an example of a partition). The
result, shown in Figure 3b, gave a significant and high negative correlation between the standard
deviation and the mean GDS score (p= - 0.9371;p <0.01). Shared variance was close to .84 which
means that in a given partition, 84% of the variation in the frequency spread is determined by the
subjects' mean GDS score. Note that this result on variability of the frequency did not stem
directly from hypotheses originallyproposed by the author but was akey finding uncovered during
the analysis of the data. This differential variability can be viewed as reflecting the levels
of adaptation under the same condition of "generalized loss" associated with aging.
32
(a) PGA vs. Depression Score
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Figure 3. (a) Scatterplot of frequency of participation vs. GDS score for all
65 subjects. Each point represents a subject. Note the decreasing trend in the
frequencies as GDS score increases. Computed correlation of -0.26 is
significant at a = 0.05 level. (b) Range of variation (as measured by the
sample standard deviation) of the frequencies in Fig. 3a as a function of mean
GDS score in a partition (e.g. green bar). Note the high negative and very
significant correlation (p=-0. 94 ; p<0.01) between range and mean GDS score.
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PGA and Pain Experience
Figure 4 shows the distribution of subjects according to their pain experience. Forty per
cent of the subjects reported presence of arthritic pain while only 5% indicated pain of the non-
specific type (Figure 4a). In terms of occurrence, nearly 25% claimed they feel pain everyday
(Figure 4b). When asked if pain interferes with PGA, 52% gave definite negative and 34% gave
definite affirmative responses (Figure 4c).
Pain experience and PGA
(a) Types of Pam (b) Frequency of pain experience
Pain Occurrence
n/a n/a7
non-specific almost everyday
general body ache everyay
muscle ache
arthritis now and then
0 10 20 30 40 0 10 20 30 40
(c) Pain interferes with PGA?
Sometimes (12%)
n/a (2%)
Yes (34%)
No (52%)
Figure 4. Subject distribution according to pain experience: (a) type of pain -
most common was arthritis; (b) occurrence; and ( c) pain as an interference or
deterrent to group activity participation. (Note: categories of pain are not
mutually exclusive and some may report more than one type.)
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To see if the pain is a significant factor in PGA, the mean participation frequencies of
each group were tested against the null hypothesis that pain has no effect on participation. The
result of the t-test showed no significant difference between the two groups (f, = 0.154, f. =
0.169, p = 0.33) so that the null hypotheses cannot be rejected. The analysis failed to support
hypothesis 34, so that pain was not established as a significant deterrent to PGA.
PGA and Functional Status
Functional status was based on ambulation. Figure 5 shows the distribution of subjects
based on the assistive device (cane, walker, or wheelchair) they used for ambulation. Subjects
were grouped into two: those who use any ofthe above assistive devices and those who are totally
independent of them. On the average, subjects with assistive devices participated less (f",
= 0.14) than those without (f, = 0.25). This difference is significant at p < 0.01 level. This
finding lends support for hypothesis Mf a: PGA positively correlates with functional status.
Functional (ambulatory) status
(23%)
Independent Wheelchair
(26%)
(&%) Cane
Walker (43%)
Figure 5. Distribution of subjects based on the use of assistive devices for
ambulation. More than three-fourths of the participants required either cane,
walker, or wheelchair in their activities for daily living. Independent subjects
do not require any form of assistive device.
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PGA and Availability of Social Support
Two forms of social support were considered: staff and friends/families. As shown in
Figure 6a, the majority (70%) perceived the staff as being supportive. Fifty-seven per cent
claimed they are reminded by the staffto attend and 55% will attend if reminded (Figures 6b-6c).
The calendar of planned programmed activities was reported as helpful by 59% of the subjects
(Figure 6d). Subjects who find staff as supportive have a lower mean frequency of participation
(0.159) than those who did not (0.182). However, t-test showed that the two groups are
equivalent (t = -0.620; p = 0.268).
Support from friends/families was evaluated according to reported visits within the last
three months. While a significant number (80%) of subjects have had family visits, a vast
majority (86%) indicated no constant companion when actually attending group activities and a mere
2% have private duty attendant who can take them to these activities (Figure 7). Of those
enumerated in the questionnaire, the staff and family were found to be the major sources of social
support. Data showed that subjects who were visited within the last three months have a lower
mean frequency of participation than those who were not visited (f' = 0.151 ,f~,r = 0.223,
t= -1.7, p < 0.05), contrary to what was expected.
Overall, these findings failed to support hypothesis MC4 that PGA is positively
correlated with availability of social support when the sources of such support are the staff and
family. The presence of staff support (and positive perception of it) did not significantly
increase the frequency of participation. Furthermore, the presence of support from family (as
measured by incidence of visits) did, in fact, decrease the mean participation frequency. The
significance of this unexpected decrease will be made clear later.
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Support from staff
Is staff supportive? Reminded by the staff to attend?
(22%)
(24%)5ometimes Sometimes
No (8%)
Yes (57%)
Yes (70%) No (19%)
(a)()
Will attend if reminded? Is calendar of activities helpful?
(13%)
(31%) Sometimes
Sometimes
Yes (55%) No (2b%) Yes (59)
No (14%) -%-=
(c) (d)
Figure 6. Responses distribution regarding staff support. Subject responses
were consistent and show an overall positive perception of the role of the
staff. Perception of staff support has no statistically significant effect on the
frequency of participation.
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Support from family and friends
Have constant companion? Have private duty aid (PDA)?
Sometimes (2%) Yes (12%) Yes (2%)
No (86) No (9 )
(a) (b:)
Visits from friends/relatives
within last 3 months?
No (20%)
-' Yes (50%)
(c)
Figure 7. Response distribution regarding support from family and friends. Major
source of support is family (80%). Subjects with family support tend to have lower
participation and lower degree of depression.
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PGA and Perception of Benefits
The issue raised in the following is whether the level of PGA is increased when there is
a positive perception of benefits. To gauge the overall perception, subjects were asked specific
aswell as general questions regarding PGA. The responses are summarized inFigure 8. More than
two-thirds ofthe subject perceived PGA as a means of relieving boredom, source of accomplishment
and feeling of belonging to a group (Figures 8a,b,c). The subjects were then grouped into those
who claimed that PGA is: (a) beneficial, and; (b) not beneficial. Test showed that the
frequencies of participation of these two groups are not significantly different (0.1747 vs.
0.1420, p> 0.05). Thus, although it was shown that there is an overall positive perception of
benefits of PGA, the study failed to support hypothesis M3,, that the level of PGA is positively
correlated with perception of its benefits.
39
Perception of Benefits of PGA
Gives a feeling of
belonging to a group ? Sense of accomplishments?
No (31%)
No (38%)
Yes (69%) Yes (S2)
(b)
Relieves boredom'? Is PGA beneficial ?
No (22%)
Sometimes (19%)
No (8%)
Yes (7()3%
(c) (d)
Figure 8. Subject distribution of responses regarding specific and general
questions regarding benefits derived from participating in group activities.
Overall, more than two-thirds of participants have positive perception of the
benefits ofIPGA. Mean frequency ofparticipationofthose who affirm that PGA is
beneficial is not significantly different those who think otherwise.
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Chapter 5
Discussion, Implications, Limitations,
and Recommendations
The results of this study support the hypothesis that the degree of depression is
negatively correlated with group activity participation. Data shows that the mean fre-
quency of PGA declines as the GDS scores go up suggesting that the more depressed the
subject, the lesser he/she participates in any group activity. A key finding is the decline in
the range of variation of the frequencies (as measured by the standard deviation about the
mean) as depression scores go up (correlation p = -0.9371, p < 0.01). The wide range of
frequencies among less depressed subjects implies that this group enjoys and utilizes a
greater degree of freedom in the selection of and participation in PGA. In contrast, more
depressed subjects show a narrower frequency spread, suggesting more constraints in their
activity preferences. This finding is not immediately deducible from Nolen-Hoeksema
theory and is more in line with Roy's concept of adaptation.
Among the factors examined, only ambulation and family support were shown to
have significant social and environmental roles in group activity participation. Subjects
using assistive devices for ambulation have an overall lower mean participation frequency
than those ambulating independently (fndependent = 0.25 vs. f,, = 0.14, p < 0.005). Obvi-
ously, this fact must be considered in designing activities that will make it more physically
accessible to this population. With regards to family support, a surprising finding is the
decreased in the mean frequency among subjects who have had recent family visitors (fi
= 0.15, fnov, 1 = 0.22, p < 0.05), contrary to what was initially expected. One would
suspect that families and friends would be instrumental in encouraging group participation
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and thus increase the frequency. Further reflection and analysis, however, points to a
positive rationale for the observed decrease in participation. The decrease in frequency
suggests that subjects choose to be with their friends and relatives rather than attend activi-
ties provided at the nursing home. Although not included in the accounting of participa-
tion, technically, friends and family visits are forms of group socialization and are gener-
ally encouraged for the well being of the residents. Since the ultimate criterion for an
activity is how much it benefits the individual, family visits must be evaluated not only on
its effects on participation per se but also in lowering the degree of depression. Indeed, an
examination of the two groups' GDS scores revealed that those who had visitors have
statistically significant lower mean GDS score than those who did not ( gS = 8.2, go =
11.9, p < 0.05). This mirrors a result from a recent study by Brand and Clingempeel
(1992). Although their findings failed to show statistically significant differences between
treatment groups (i.e. with and without behavioral group therapy), analysis of the clinical
significance supported the efficacy of the group therapy for a subgroup of depressed geriat-
ric patients who had frequent contact with family members. This behavior could be
rationalized under Roy's theory. According to Roy, the individual's adaptation level is
determined by the focal, contextual, and residual stimuli (Andrews, H., 1986). The
process of adaptation occurs when the individual positively responds to internal or external
change in his environment. In this study, environmental changes in the elderly, the focal
stimuli are the aging process and institutionalization; the contextual stimuli are visits from
family/friends and group activity participation; while the residual stimuli are aging and the
loss experience. The experience of the physiological and psychological losses among the
elderly causes depression. However, the presence of family support (contextual stimulus)
enables them to adapt positively to their loss experience. This adaptation is reflected in
their lower GDS scores.
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The above result on family support can be appreciated better when contrasted with
that found for staff support. A t-test was done to see if there is a significance difference in
participation between those that responded either negatively or affirmatively to the
"supportiveness of the staff." Results show that there is no significant difference between
these two groups (fyes = 0.15, f, = 0.18, p > 0.25), in sharp contrast with the previous two
groups defined by their family support ( = 0.15, fn = 0.22, p < 0.05). One can
speculate that the family provides a more empathic contextual stimulus than the staff and
therefore has a more profound effect on PGA and depression. Simply stated, 'blood is
thicker than water'. Overall, there is a positive perception of the role of the staff. Most
claim they are reminded by the staff and also will attend if reminded. However, other
subjects claim their decision to participate or not is more of a self directed action rather than
from the encouragement of the staff ("If I'm interested, I just go"; "They don't need to tell
me...")
The prediction that pain has a negative correlation with PGA frequency was not
supported in this study. There was no significant difference in participation between the
group that claims pain interferes with their PGA and those that deny it. This implies that
pain was not necessarily a significant deterrent to PGA.
Overall, the frequency of PGA decreased with the length of residency. Subjects
who have an average residency period of 1-2 years showed a higher mean frequency of
PGA than those who have longer residency period. As shown in Figure 1, there is a peak
participation (mode of the distribution) within the first 20 months of residency. After this
period, the longer their stay in the nursing home, the lower is their PGA. This peak value
may be taken as a measure of how long it takes a typical subject to adjust to a new environ-
ment and maximally utilize the activity programs in the facility.
One of the criteria specified for subject inclusion in this study is the presence of a
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diagnosis of depression. Data showed that there is a lower GDS score distribution obtained
in this study as compared to an overall picture/presentation of the subjects and the informa-
tion obtained from their medical chart. This could be attributed to "denial;" a psychologi-
cal defense mechanism that might have affected the participants' scores. Since the GDS
score is a major variable in this study, inaccuracies in its initial assessment may produce
altered conclusions. An assumption made in the analysis is that this is a systematic error
that is present in all subjects and does not invalidate the conclusions regarding relative
behavior among subgroups (e.g. a constant shift or scaling of the GDS scores do not change
t-test results based on such score).
Subjects were found to have vision and hearing impairments of various severity.
The Mini-Mental Scale test requires the ability to repeat and copy. Because of their physi-
ological impairment, some subjects may not have been tested as accurately as the rest. For
a minority of subjects, MMS scores may not be true reflections of their cognitive level.
However, because of the weak correlation between MMS and GDS scores (see Figure 2 and
the accompanying discussion), small errors on the MMS estimates are not expected to have
affected the analysis.
Nursing Implications
Nolen-Hoeksema (1987) views group activity as a therapeutic distraction to break
depressed moods. From this it follows that increased group activity participation would
result in lower degree of depression. The results of this study supports this hypothesis:
depression negatively correlates with group activity participation.
The decline in the variability of participation frequency with increasing GDS score
can be understood within Roy's Theory of Adaptation (Roy, 1974). In aging there is
"generalized loss" ( see Appendix H). Less depressed subjects exhibit adaptation to aging
44
and loss. They exercise greater freedom and flexibility in their choice to participate and
manifest this through enhanced variability in participation. On the other hand, severe
depression in subjects show maladaptation. This is seen as greatly diminished degrees of
freedom and lower magnitude and variability in participation.
The findings presented in this study are useful for addressing nursing issues related
to group activity participation among the institutionalized depressed elderly. One such
issue, or task, is optimizing group activity participation. This requires knowing key at-
tributes of depression and key variables that can be manipulated to effect a change in par-
ticipation. This study has provided a demographic profile of the institutionalized depressed
elderly. A key variable identified is the ambulation status vis a vis the group activities.
Positive manipulations of this variable may include improving physical accessibility of a
facility and providing exercise and wellness programs that mitigate further deterioration of
the individual's mobility. Getting them involved in activities even with their limited
ambulation can help reduce their depressive mood. Offering various activities that are
readily accessible to them will facilitate adaptation to their functional limitations and insti-
tutionalization. Family involvement should be encouraged in the planning of care of the
IDEs. This will provide two-fold benefits: 1) the family can offer suggestions and inform
caretakers of the IDE's preferences, idiosyncrasies and other important information that
will enhance care through better understanding of the elderly; 2) the family gets the feeling
that they are part of the team that is taking care of their relative. Considering all possible
influencing stimuli that affects the person will enable the caretaker to better meet the needs
of the institutionalized depressed elderly.
Figure 9 illustrates the dynamics of group activity participation and depression and
its nursing implications abstracted by the author from the results of this study. The negative
correlation between depression and PGA is represented by the corresponding reversed ar-
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rows in (Depression)- and (PGA)-Blocks. The nursing implications, based on the previous
relationship, is the breaking of the depressed mood through PGA as well as promoting
sustained adaptation (e.g. through family support, mastery of skills, enhanced mobility,
etc.) to the "generalized loss" experience (Nolen-Hoeksema). The end-result is lower de-
pression, increased participation (PGA), and positive adaptation.
There are two major weaknesses of this study. The first concerns the characteristics
of the population sample: the group studied is basically homogeneous. There was only
one ethnic group (Jewish), the majority of whom were female, and all had no spouses. The
setting was also limited to one nursing home. Thus, although the author feels strongly
about the intrinsic validity and value of the findings presented here, utmost care must be
exercised when applying these results to more diverse settings. The second drawback of
this study is its descriptive design. Results are correlational and comparative in nature and
no variable manipulations nor treatments were employed to determine casual relationships
between the human and environmental attributes of depression and group activity partici-
pation.
Recommendations
The result of this study represents a snapshot behavior of the institutionalized de-
pressed elderly. Further study is warranted in order to understand the dynamics of depres-
sion and group activity participation. In particular, if such a group is studied over a longer
time period, it is reasonable to expect that subjects who had an increase in participation will
improve in their GDS scores. It was shown that positive family support tends to decrease
both GDS scores and participation frequency. On the other hand, increased ambulatory
status decreases GDS but increases participation. Identifying manipulation variables and
the associated direction of change in the frequency-GDS spectrum would be significant. In
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the present study, participation was operationalized in terms of incidence of attendance.
Equally important are the duration as well as quality of participation. Finally, there is a
need to widen the scope of this study so as to include groups in various cultural and envi-
ronmental settings. This will strengthen the generalizing of the hypotheses explored in this
thesis.
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FLORIDA INTERNATIONAL UNIVERSITY
UNIVERSITY RESEARCH COUNCIL (URC)
APPLICATION FOR APPROVAL OF RESEARCH INVOLVING HUMAN SUBJECTS
1. PROJECT TITLE: The Role of Group Activity Participation in Depression Among Institutionalized
Elderly
2. PRINCIPAL INVESTIGATOR: Amparita L. Cabrera SS#: 562-31-3007
Address: 1042 N.E. 95 Street, Miami Shores FL 33138 Phone #: 305-757-1190
Position: Graduate Student
3. FACULTY SUPERVISOR (If PI is a student): Dr. Luz Porter
4. STATUS OF PROJECT REVIEW: New Project
5. BRIEF DESCRIPTION OF SUBJECTS
Number of subjects: 30
Check all of the following categories that describe your research subjects:
[ /] Males
[ /] Females
[ ] Minors (under 18 years old)
[ ] Students (Please Specify):
[ ] Persons With Physical Disabilities (Please Specify):
[/] Persons with Mental/Psychological Disabilities (Please Specify): Depressed Elderly
[ ] Persons With Physical or Mental Health Problems (Please Specify):
[ ] Persons With No Known Disabilities and No Known Health Problems
[ ] Prisoners
[ ] Pregnant women, festuses, fetal material or placenta (Please Specify):
[ /] Persons In Some Type of Program (Please Specify):
[ ] Other pertinent Information (Please Specify): Elderly residing in a Nursing Home
6. TYPE OF REVIEW REQUESTED
[ /] Full URC Review (Can be neither Exempted nor Expedited)
7. RESEARCH OBJECTIVES: The purpose of this study are:
a) to explore the human and environmental correlates of depression in institutionalized de-
pressed elderly
b) To explore the relationship between human and environmental correlates of depression and
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the level of group activity participation in institutionalized depressed elderly, and
c. To examine the role of group activity participation on the degree of depression in institutionalized
depressed elderly.
8. SUBJECT RECRUITMENT: The subjects will be taken from the a sample of institutionalized elderly
residing at the Miami Jewish Home & Hospital for the Aged. They meet the following criteria:
- aged 65 and older
- has a diagnosis of depression in the medical chart
- has a minimum Geriatric Depression Scale (GDS) score of 11 out of 30
- has a Folstein Mini-Mental State (FMMS) score of 20 and above out of 30
- ambulatory
- capable of performing activities of daily living (ADLs)
- English speaking
Qualified participants will be approached individually by the researcher who will discuss the purpose and
content of the study. If interested, the subject will sign a consent form as proof of intent to participate.
Permissions to conduct this study will be obtained from the Florida International University's Institutional
Review Council, the MJHHA Institutional Review Board, and the participants.
9. BENEFITS:
a) Through this study there will be an increased awareness and understanding of the key attributes and extent
of depression among the elderly. It will add to the knowledge base of caring for the depressed elderly.
b) This study may provide empirical validation of the holistic approach to nursing care. Depression is a
biological, psychological, and social event and the understanding of the human response to the depressive
experience is basic to viewing man holistically. This nursing approach of caring for the patient as an
integrated whole person, considering physical, psychosocial, and situational/environmental interactions, is
what holistic nursing aims to achieve.
c) This study may justify the integration as well as demonstrate the effectiveness of alternative approaches to
nursing care. The potential benefit to subjects will be effective non-pharmacologic interventions without the
complications related to traditional pharmacologic approach in the treatment of depressions.
d) Projected findings will serve as a guide to create an evaluation tool for existing activity programs. The
knowledge of subjects' key attitudes vis-a-vis the optimal combination of group activity will provide an accu-
rate context for evaluating effectiveness of activity programs.
e) Findings may trigger future research on 1) life enhancement programs for the elderly, 2) developing
strategies to encourage group participation among the elderly and, 3) how to foster or regain "control" after a
loss and how to minimize the devastation of a loss.
10. INFORMED CONSENT: Each potential participant will be approached individually by the researcher. The
research study will be explained to them. They will be asked if they have questions regarding the study, and
if interested, to sign the consent form (see attachment). The consent form will list exactly what is expected
of the participant and the role of the researcher. The participants will be assured that neither participation
nor non-participation will affect their health care. They may withdraw from the study anytime with no
question asked.
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11. CONFIDENTIALITY OF DATA: Data will be secured to safeguard confidentiality:
a) Each participant will be given a research/code number.
b) The data collected will be handled only by the principal investigator, the major professor and statistical
consultants.
c) Findings will be reported only in terms of group data.
d) Individual subjects will not be identified in any way.
e) Completed and incomplete questionnaires will be kept in a locked file.
12. METHOD AND PROCEDURES: The data collection will begin once approval has been secured from
the appropriate review committees. Data collection will be done via review of medical charts, observations,
and questionnaires. The purpose of the study and the data collection will be briefly explained to potential
subjects. Questionnaires will be distributed by the researcher and subjects will be instructed to answer the
questions independently. They will be encouraged to make any comments they wish to make. They will be
directed to drop their completed questionnaires in the drop off box placed in one corner of the nurses' station.
13. STIMULUS MATERIALS: (See Attachments)
a) Geriatric Depression Scale (Brink & Yesavage, 1982) - to measure the patient's depression
b) Folstein Mini-Mental State Exam (Bayles & Kaszniak, 1987) - to screen potential subjects
c) Group Participation Questionnaires - designed by the researcher to measure subject's opi-
nion on group activity participation
14. RISKS TO SUBJECTS:
As a descriptive study, no variables will be manipulated, participation is voluntary and there will
be no social repercussions, economic demands, nor legal risks that the subjects will incur.
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15. AFFIRMATION OF COMPLIANCE AND ACCEPTANCE OF RESPONSIBILWl'
I agree to follow the procedurcs outlined in this summary description and any attachments. I understand that no
contact may be initiated with subjocts until I have received approval of these procedures from the URC and have
complied with any modifications required in connection with that approval. I understand that additions to or
changes in the procedures involving human subjects can only be made after approval of the URC. I understand
that I must promptly report to the URC any problems with the rights or welfare of the human subjects. I
understand and will follow Florida International University's policies concerning research with human subjects. I
will do everything In my power to protect the rights and welfare of human subjects in my research project.
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Signattic of Principal Investigator Date
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Printed name of Principal Investigator
If the PI is a student. the faculty supervisor must sign below.
I have read this application and assume responsibility for its accuracy and for supervision of the proposed
researc j t .
Signaturm y Facuity Supervisor /Date
Printed name of Facuhy Supervisor
ACTION RECOMMENDED BY URC **For URC use only"
Date: /02 j Approved ( ) Changes/Clarifications Requested [ ] Require Full Board Review
Signature of URC (26airperson
Printed name of URC Chairperson
Date; _____ [ ] Approved [ ] Changes/Clarifications Requested [ ] Require Full Board Review
Signature of URC Chairperson
Date: [ ] Approved [ ] Changcs/Clarifications Requested ( ] Require Full Board Review
Signature of URC Chairperson
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APPENDIX B
INFORMED CONSENT
Institutionalized Depressed Elderly as Participants of Group Therapy
I , , freely and voluntarily consent to be a participant in
the research project entitled The Role of Group Activity Participation in Depression Among the
Institutionalized Elderly , to be conducted at the Miami Jewish Home and Hospital for the
Aged at Douglas Gardens. I have been told that it will take approximately 10 - 15 minutes to
answer the questionnaires. I understand that there will be 60 or more participants who will be
included in this study.
I understand that the purpose of this research is to identify and describe the characteris-
tics of individuals who participate or do not participate in group activities.
I understand that the research procedures will be as follows: Background information
will be collected from my medical records and will be used in this study. I will be asked to
answer the questionnaires to the best of my ability and select answers that best describe my
feelings.
I understand that there are no known risks or immediate benefits involved in my partici-
pation in this research project. I have been told that my responses will be kept strictly confiden-
tial.
I understand that I may withdraw my consent and discontinue participation in this
research project at any time with no negative consequences. I have been given the right to ask
questions concerning the procedures, and these questions have been answered to my satisfaction.
I understand that if I desire further information about this research I should contact
Amparita Cabrera at 757-1190 or Dr. Luz Porter, Major Professor at (305) 940-5845. I have
been offered a copy of this informed consent form.
I have read and I understand the above. I agree to participate in this study.
Participant's signature Date
I have explained and defined in detail the research procedure in which the participant has
agreed to participate and have offered him/her a copy of this informed consent form.
Investigator's signature Date
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APPENDIX C
The following demographic data will be collected from the medical charts:
1. Date of admission to MJHHA
2. Age
3. Gender
4. Marital status
5. Educational background (No. of years of schooling)
6. Admitting Diagnosis (other medical diagnoses)
7. Depression as a diagnosis
8. Prescription of psychotropic drugs
9. Ambulation status
(a) independent with no device
(b) independent with assistive device (e.g. cane, walker,
wheelchair)
10. Geriatric Depression Scale (GDS) Score
11. Folstein's Mini-Mental State Exam (MMSE) Score
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APPENDIX D
GERIATRIC DEPRESSION SCALE QUESTIONNAIRE
NAME (Optional) Date:
DIRECTION: Please read each question carefully. Mark your answer with a check ()in the appropriate column.
QUESTIONS YES NO
1. Are you basically satisfied with your life?
2. Have you dropped man activities and interests?
3. Do you feel that our life is empty?
4. Do you often et bored?
5. Are you hopeful about the future? ___
6. Are you bothered by thoughts that you cannot get out of your head?
7. Are you in good spirits most of the time?
8. Are you afraid that something bad is going to happen to you?
9. Do you feel happy most of the time?
10. Do you often feel helpless?
11. Do you often get restless and fidgety?
12. Do you prefer to stay home at night, rather than go out and do new things?
13. Do you frequently worry about the future?
14. Do you feel that you have more problems with memory that most?
15. Do you think it is wonderful to be alive now?
16. Do you often feel downhearted and blue?
17. Do you feel pretty worthless the way you are now?
18. Do you worry a lot about the past?
19. Do you find life very exciting?
20. Is it hard for you to get started on new projects?
21. Do you feel full of energy?
22. Do you feel that your situation is hopeless?
23. Do you think that most persons are better off than you are?
24. Do you frequently get upset over little things?
25. Do you frequently feel like crying?
26. Do you have trouble concentrating?
27. Do ou en'o ettin u in the mornin ?
28. Do ou refer to avoid social gatherings?
29. Is it easy for you to make decisions?
30. Is our mind as clear as it used to be?
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GERIATRIC DEPRESSION SCALE : ANSWER KEY
QUESTIONS YES NO
1. Are you basically satisfied with your life?
2. Have you dropped many activities and interests?
3. Do you feel that your life is empty? _
4. Do you often get bored? _
5. Are you hopeful about the future?
6. Are you bothered by thoughts that you cannot get out of your head?
7. Are you in good spirits most of the time?
8. Are you afraid that something bad is going to happen to you? ~
9. Do you feel happy most of the time?
10. Do you often feel helpless?
11. Do you often get restless and fidgety?
12. Do you prefer to stay home at night, rather than go out and do new things?
13. Do you frequently worry about the future?
14. Do you feel that you have more problems with memory that most?
15. Do you think it is wonderful to be alive now?
16. Do you often feel downhearted and blue?
17. Do you feel pretty worthless the way you are now? V
18. Do you worry a lot about the past? _
19. Do you find life very exciting? V
20. Is it hard for you to get started on new projects? V
21. Do you feel full of energy? _
22. Do you feel that your situation is hopeless? V
23. Do you think that most persons are better off than you are?
24. Do you frequently get upset over little things? V
25. Do you frequently feel like crying? V
26. Do you have trouble concentrating? V
27. Do you enjoy getting up in the morning? V
28. Do you prefer to avoid social gatherings?V
29. Is it easy for you to make decisions? ___
30. Is your mind as clear as it used to be? ___
Scoring: Count 1 point for each depressive answer.
0 - 10 = Normal 11 - 20 = Mild Depression 21 - 30 = Moderate or Severe Depression
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APPENDIX E
FOLSTEIN
MINI-MENTAL STATE
EXAMINATION
Page 1 of 2
One point for each answer
1. ORIENTATION 1 = Correct
0 = Incorrect
What is the year we are in?
What season of the year is it?
What is today's date?
What day of the week is today?
What month are we in?
What state are we in?
What country are we in? Q
What town are we in?
Can you tell the name of this place?
What floor of the building are we on? Q
SUBTOTAL CORRECT
2. REGISTRATION
Ask the patient if you may test his memory. Then say the names of 3 unrelated objects, clearly and slowly,
about one second for each. After you have said all 3, ask him to repeat them, This first repetition deter-
mines his score (0-3) but keep saying them until he can repeat all 3, up to 6 trials. If he does not eventually
learn all 3, recall cannot be meaningfully tested.
SCORE (0-3) 0
a ATTENTION AND CALCULATION
Ask the patient to begin with 100 and count backwards by 7. Stop after 5 subtractions (93, 86, 79, 72, 65).
Score the total number of correct answers. You may prompt the patient one time.
SCORE (0-5) Q
4. RECALL
Ask the patient if he can recall the 3 words you previously asked him to remember. Score 0-3.
SCORE (0-3) 0
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FOLSTEIN
MINI-MENTAL STATE
EXAMINATION
Page 2 of 2
5. NAMING
a. Show the patient a wrist watch and ask him what it is.
b. Repeat for a pencil.
SCORE (0-2) 0
6. REPETITION
Ask the patient to repeat this sentence after you - "no Ifs, Ands, or Buts"
SCORE (0-1) 0
7. 3-STAGE COMMAND
Have the patient follow this command - "Take the paper, fold it in half, and put it on the floor."
Score one point for each part correctly executed.
SCORE (0-3) 0
8. REACTING
On a blank piece of paper print the sentence "Close your eyes" In letters large enough for the patient to see
clearly. Ask him to read it and do what it says. Score 1 point only if he actually closes his eyes.
SCORE (0-1) J
9. WRITING
Give the patient a blank piece of paper and ask him to write a sentence for you. Do not dictate a sentence, it
is to be written spontaneously. It must contain a subject and verb and be sensible. Correct grammar and
punctuation are not necessary.
SCORE (0-1) 0
10. COPYING
On a clean piece of paper, draw Intersecting pentagons, each side about 1 inch, and ask him to copy it exactly
as it is. All 10 angles must be present and 2 must Intersect to score 1 point. Tremor and rotation are ignored.
SCORE (0-1) 0
TOTAL SCORE
RATER IDENTIFICATION
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APPENDIX F
CALENDAR OF ACTIVITIES
(Weekly)
TOTAL
ACTIVITIES MON TUES WED THUR FRI SESSION
ARTS AND CRAFTS
Needle work
Crocheting
Beads stringing
Ceramics
PAINTING
SOCIAL EVENTS/GROUP DISCUSSION
Current events/Timely topics
Cocktail party
Birthday celebration
Video/Movie
Reminiscence
Issues and Answers
WELLNESS AND EXERCISE PROGRAMS
RECREATIONAL GAMES
Bingo
Elder Trivia
Music
Pet therapy
OUT TRIPS
MANIPULATIVE TASK
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APPENDIX G
Group Participation Questionnaire
People have different opinions about the group activities being offered in the Home.Your opinion is very important in evaluating this program. Please check ( ) the box
to6t best describes your answer.
Name: (optional) Date:
1. Are you aware of on-going group activities in this facility?
a) D Yes
b) Q No
2. Do you participate in group activities?
a) Q Yes
b) 0 No
c) 0 Sometimes
3. How many group activities do you attend per week?
a) 0 Once a week
b) 0 2 - 3 times a week
c) 0 4 -5 times a week
4. Choose reason/reasons why you do not attend some group activities?
a) 0 "I forgot" f) Q "presence of or having pain"
b) 0 "not feeling well" g) 0 "not interested"
c) 0 "not up to it" h) O"has other previous appointment"
d) 0 "not for me" i) 0 "others" (Specify)
e) 0 "waste of time"
5. Do you think that attending a group activities is beneficial?
a) 0 Yes
b) 0 No
c) 0 Sometimes
If so, why?
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6. Does attending group activities give a feeling of belonging to a group?
a) Q Yes
b) Q No
7. Do your finished arts and crafts projects give you a sense of accomplishment?
a) Q Yes
b) E No
8. Does attending group activities relieve boredom?
a) E Yes
b) E No
9. How would you rate the importance of attending group activities?
a) E extremely important
b) E very important
c) E important
d) E somewhat important
e) E not important
10. Does the experience of pain interfere with your attending group activities?
a) E Yes
b) E No
c) E Sometimes
If so, why?
11. What kind of pain do you have?
a) arthritis (bone and joints) E
b) muscle pain Q
c) nonspecific pain E
d) general body ache E
12. How often do you experience pain?
a) Q Almost everyday
b) E everyday
c) Q now and then
73
13. Do you find the staff supportive of you?
a) E Yes
b) E No
c) E Sometimes
14. Are you reminded by the staff to attend group activities?
a) E Yes
b) E No
c) E Sometimes
15. If reminded by the staff about group activities, will you attend?
a) E Yes
b) E No
c) E Sometimes
16. Is the calendar of activities helpful in reminding you of group activities?
a) E Yes
b) E No
c) E Sometimes
17. Do you have a constant companion when attending group activities?
a) E Yes
b) E No
c) E Sometimes
18. Do you have a private duty aid (PDA)?
a) E Yes
b) E No
c) E Sometimes
19. Have friends or relatives visited you within the last 3 months?
a) E Yes
b) E No
c) E Sometimes
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APPENDIX H
COMMON PHYSICAL CHANGES OF AGING
Affected Changes Noted Implications for Health
Integumentary system
Skin Decreased turgor sclerosis, and loss of subcuta- Lowered self-esteem
neous fat, leading to wrinkles
Increased pigmentation, cherry angiomas
Cool to touch, dry Itching, risk of injury, insomnia
Decreased perspiration Hyperthermia, heat stroke
Hair Thin., decreased pigmentation Lowered self-esteem
Nails Thickened, ridges, decreased rate of growth Difficulty trimming nails, potential for injury
Cardiovascular system Less efficient pump action and lower cardiac re- Decreased physical ability and fatigue with exer-
serves tion
Thickening of vessel walls, replacement of muscle Elevated blood pressure, varicosities, venous stasis,
fiber with colagen pressure sores
Pulse pressure up to 100
Arrhythmias and murmurs
Dilated abdominal aorta
Respiratory system Decreased elasticity of alveolar sacs, skeletal Decreased gas exchange, decreased physical
changes of chest ability
Slower mucus transport, decreased cough strength, Increased potential for infection or aspiration
dysphagia
Postnasal drip
Gastrointestinal system Wearing down of teeth Difficulty chewing
Decreased saliva production Dry mouth, difficulty digesting starches
Loss of taste buds Decreased appetite, malnutrition
Muscle atrophy of cheeks, tongue, etc Difficulty chewing, slower to eat
Thinned esophageal wall Feeling of fullness/heartburn after meals
Decreased peristalsis Constipation
Decreased hydrochloric acid and stomach enzyme Pernicious anemia, frequent eructation
production
Decreased lip size, sagging abdomen Change in self-concept
Atrophied gums Poorly fitting dentures, difficulty chewing, potentialfor mouth ulcers, loss of remaining teeth
Decreased bowel sounds Potential for misdiagnosis
Fissures in tongue
increased or decreased liver size (2-3 cm below Potential for misdiagnosis
costal border)
Urinary system Decreased number of nephrons and decreased Nocturia, increased potential for falls
ability to concentrate urine
Reproductive system
Female Atrophied ovaries, uterus Ovarian cysts
Atrophy of external genitalia, pendulous breasts, Lowered self-esteem
small flat nipple, decreased public hair
Scant vaginal secretions Dyspareunia
Vaginal mucosa thinned and friable
Male Decreased size of penis and testes. decreased pu- Lowered self-esteem
bic hair, pendulous scrotum
Enlarged prostate Difficulty urinating, incontinence
Musculoskeletal system Decreased muscle size and tone Decreased physical ability
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COMMON PHYSICAL CHANGES OF AGING cont...
Affected Changes Noted Implications for Health
Decreased range of motion in joints, affecting gait, Increased risk of falls, decreased mobility
posture, balance, and flexibility
Kyphosis Lowered self-esteem
Joint instability Increased risk of falls, injury
Straight thoracic spine
Breakdown of chondrocytes in joint cartilage Osteoarthritis, join pain, reduced ability for activi-
ties of daily living
Osteoporosis Increased risk of fracture
Neurological system Diminished hearing, vision, touch, and reaction Increased risk of injury, social isolation
time
Diminished pupil size, peripheral vision, adapta-
tion, accomodation
Diminished sense of smell, taste Decreased appetite, malnutrition
Decreased balance Increased risk of injury
Decreased pain sensation Increased risk of injury
Decreased ability to problem solve Difficulty adjusting to new situations
Diminished deep tendon reflexes
Decreased sphincter tone Incontinence (fecal or urinary)
Diminished short-term memory Forgetfulness
Endocrine
Thyroid Irregular, fibrous changes
Female Decreased estrogen and progesterone production Osteoporosis, menopause
Male Decreased testosterone production Fatigue, weight loss, decreased libido, impotence,lowered self-esteem, depression
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